Sexually Transmitted Disease and the Gyn2cologist
The statutory venereal diseases, syphilis, gonorrheea and chancroid, are notifiable. Sexually transmitted diseases other than these are not. Consequently the incidence and importance of the latter group have been underestimated. They include nonspecific urethritis, herpes genitalis, molluscum contagiosum, condyloma acuminata, candidiasis, trichomoniasis, scabies and pediculosis. Included also are lymphogranuloma venereum and granuloma inguinale which, with chancroid, are as yet of small significance in this country; nevertheless in view of the extensive population movements now current, it would be a grave error to assume that they will remain so.
In recent years the increase of statutory disease in the world at large (Willcox 1972) , and by inference sexually transmitted disease in general, has been enormous, so much so that it would seem wise to give consideration to its effect on present gynecological practice, and to the anticipation of future trends. At a practical level this may be achieved by constant awareness of the problem, leading where indicated to a careful gynmcological history including that of sexual contacts, clinical examination and consideration of the differential diagnosis. Examples of 'at risk' patients requiring further investigation include women with a history of more than one sexual partner and those seeking termination of pregnancy, women at a first antenatal visit and those with a vaginal discharge (Silverstone et al. 1974 ). Non-statutory disease must always give rise to suspicion of concurrent statutory disease (Nicol 1971) . For example, trichomoniasis is not infrequently accompanied by gonorrhoea, as is also pelvic pain or pelvic inflammatory disease.
Investigations relevant to sexually transmitted disease include: (1) Urethral and cervical smears for Gram staining for Neisseria gonorrhcea?. Thus, cases of sexually transmitted disease are better referred by the gynmcologist, having regard to the limited facilities available in most gynmcological clinics as compared with those at special clinics equipped for immediate diagnosis, treatment, contact tracing, and subsequent follow up to ensure completeness of cure. Moreover, it is important also to emphasize that diagnostic or therapeutic incompetence, or inadequate follow up, favours spread of infection and development of drug-resistant organisms.
Further, non-statutory sexually transmitted disease has implications other than those of local discomfort and psychological distress: (1) Herpesvirus has been implicated in abortion and neonatal disease (Naib et al. 1970 , Nahmias et al. 1971 ).
(2) Herpesvirus infections in pregnancy may require lower segment Ca?sarean section at term, for protection of the child (Roberts 1973).
(3) Type 2 herpesvirus has been associated with carcinoma of the cervix (Morse et al. 1974 ).
(4) Trichomonas vaginalis may be associated with infertility (Bernfeld 1972), and the associated dyskaryosis seen in Papanicolaou smears gives rise to concern regarding carcinoma of the cervix.
Again, clinically overt sexually transmitted disease may act as a pointer to covert disease both statutory and non-statutory. That overt Trichomonas vaginalis may accompany covert gonococcal infection is not an infrequent clinical experience. In addition Rawls et al. (1972) have shown herpesvirus in association with gonorrhoea and carcinoma of the cervix, and Morse et al. (1974) have shown that gonorrhoea is frequently associated with herpesvirus and cytomegalovirus infection; further, they showed an association between overt multiple genital warts and covert cytomegalovirus infection. Finally, infections may be simultaneously overt as in the case of condyloma acuminata and T. vaginalis infection.
Where sexually transmitted disease is entirely covert with no pointers present, diagnosis requires a high index of suspicion on the part of the clinician. In particular, pelvic infection with septiczemia following termination of pregnancy may be due to gonococcal infection (Nicol 1971) , as is sterility, and also pelvic pain even if the fallopian tubes appear normal at laparoscopy (Kenney & Greenhalf 1974) . The importance of the Chlamydia in this area is at present uncertain. A further extension of activity of the gonococcus has recently been recorded in the field of artificial insemination by donor (Fiumara 1972) , although the hazard has been present from the beginning. In this case, semen from a donor suffering from gonorrhoea infected the recipient. The implications are obvious and, in view of recent representations regarding provision of artificial insemination by donor under the National Health Service, should give pause for thought.
Occasionally diseases other than those listed above may be transmitted sexually, as for example vaccinia of the vulva (McCann et al. 1974). Finally it is unfortunate in the present state of knowledge that contraception does not necessarily provide simultaneous protection against pregnancy and sexually transmitted disease. It is important therefore that gynaecologists instruct their patients to the effect that barrier methods give protection against pregnancy and sexually transmitted disease, but intrauterine contraceptive devices and oral contraceptives against pregnancy only.
Conclusion
It is clear that there is a close relationship between venereology and gynecology, and this relationship should be emphasized both in undergraduate and postgraduate training. Thus the Joint Committee on Contraception of the Royal College of Obstetricians and Gynecologists and the Royal College of General Practitioners have stated that a lecture on sexually transmitted disease must be included in recognized training for their certificate. Indeed, the subject might with advantage become necessary training for general practitioners.
All gynecologists therefore should familiarize themselves with the conditions they are likely to encounter and with the facilities offered by the special clinics. Moreover, it is suggested to trainee gynmcologists that a period of observation and training in a special clinic is an excellent way of gaining practical experience not only of sexually transmitted diseases but also of 'everyday gynecology'. In addition, the Royal College of Obstetricians and Gynecologists has recently agreed that work in a department of venereology would be acceptable for the elective year of training for the MRCOG. Previous gyn=cological experience provides an excellent basis for work in venereology, and indeed the MRCOG has been accepted as a suitable qualification for entry into the specialty. Conversely, trainee venereologists would certainly benefit from an opportunity to gain further gynecological experience, and, with this in view, it may be that liaison could be made between departments of obstetrics and gynecology and departments of venereology for reciprocal training in out-patient clinic work. This of course would be a matter for local arrangement. Modern gynecology has now been extended to include family planning and psychosexual problems. Sexually transmitted disease is another important aspect which must be included if present-day gynaecologists are to keep abreast of current and future developments.
[This paper is to be published in full in another journal.]
